Section of Surgery: Sub-section of Proctology 95 sound practice to close colostomies after all the local symptoms had disappeared. But I gather that the President, and others, would deem it wiser to retain the colostomy, for fear of any recurrence of the diverticulitis.
The PRESIDENT.
In reply to the interesting remarks of Sir Charters Symonds, I think he somewhat misunderstood me in regard to the question of closure of colostomies. I did not mean to convey that they should not be closed, but that it is seldom we get a case in which the symptoms disappear sufficiently to warrant such closure. It is really a matter of the degree of disease we have to deal with in any given case. I saw one patient$ four years after colostomy had been done, and examined him very carefully. I found there was still such a dense stricture that a probe could not be passed through: it seemed to have a density equal to that of cartilage. I think it is seldom the local condition disappears sufficiently to justify closure.
I am very interested in what Sir Charters Symonds has said about these bladder cases, and I think he has correctly described the symptoms of early attachment to the bladder. I am afraid I cannot answer his question very well, because I think in all four of the bladder cases I have seen the bladder perforation occurred suddenly: in one it occurred while I had the patient in a nursing home, and that patient certainly had no symptoms suggestive of bladder trouble, beyond some frequency of micturition, until he had a sudden rigor and gas in the bladder.
As to whether one should treat these bladder cases by early operation so as to anticipate perforation, I think perforation into the bladder is such a ghastly condition, and causes such acute cystitis and discomfort, that if one is able to anticipate its occurrence, one ought to use every means of doing so. The real difficulty is to persuade a patient to have colostomy done for a possible trouble which he has not yet experienced.
Sir GORDON WATSON.
The discussion on this subject has been so complete that I do not propose to take up any time except to call atten'tion to a wet specimen which I have brought here this evening. The case was diagnosed as one of carcinoma of the pelvic colon, by sigmoidoscopy, in the outpatient room. The patient was admitted to the ward at St. Mark's Telling: Discussion on Diverticulitis Hospital, and I examined with the sigmoidoscope and confirmed the diagnosis. I. opened the abdomen -and found a sausage-shaped tumour which had more the appearance of diverticulitis than carcinoma. I resected about 6 in. of the gut and performed colostomy. You will see the microscopical section, which suggests a carcinoma, though even now, looking at the specimen with the naked eye, it is impossible to say whether it is a carcinoma or an inflammatory swelling, and certainly it was impossible to do so at the operation. The case, therefore, illustrates the extreme difficulty which may occur in making a diagnosis between diverticulitis and carcinoma.
With regard to the question of the closure of the colostomy wound in these cases, I should like to refer to a case which Dr. Jordan has spoken of this afternoon. In this case I resected a sausage-shaped tumour for diverticulitis and performed colostomy. The specimen is exhibited here. Mr. Mummery, during my absence at the war, closed the colostomy and the patient subsequently developed recurrent diverticulitis above the anastomosis. Mr. Mummery then had to perform an anastomosis between the transverse and pelvic colon in order to get the patient out of his secondary difficulty. Presumably in this case some stenosis at the line of anastomosis was responsible for the recurrence. The case shows that closure of the colostomy in these cases is not always advantageous.
Dr. MAXWELL TELLING (in reply). I think the Sub-section of Proctology is to be very much congratulated on the excellent way in which the subject has been talked out, so that there remain very few i's to dot and t's to cross by anyone like myself who replies.
I have listened with very great interest to the various speeches, and I have learned a great deal more about the subject by so doing. One thing which has, I think, been definitely settled is that diverticulitis is a clinical entity, and I think this discussion will have served to set it on its feet, so to speak, and to ensure for it that universal recognition to which its clinical importance entitles it.
There are one or two points which struck me in the various papers. The first concerns the' name which should be given to the condition. I think "Aacculitis" is likely to cause confusion with the condition of sacculation of the colon, which I think one has seen brought out well in some of the X-ray photographs which have been exhibited. The
